This article describes how the first Child and Youth Report Card for the Central Sydney Area Health Service (CSAHS) was developed. The purpose of the Report Card is to contribute to the improvement of child and youth health outcomes through supporting service planning by providing regular information on the status of child and youth health in CSAHS to managers, planners, health professionals and other relevant stakeholders in child and youth health.
BACKGROUND
Over the past decade there has been an increased focus nationally and internationally on useful ways of monitoring child and youth health for the purpose of informing service planning. [1] [2] [3] The emphasis is moving from using information that is available and easy to collect for routine reporting, to information that is more helpful to service planning and service delivery, and for monitoring health outcomes.
The Strategic Plan Health Gain for Children and Youth in Central Sydney marked a first attempt in the CSAHS to determine priority issues for children and youth. 4 It used the Health Goals and Targets for Australian Children and Youth as a basis for the plan. 5 'High priority' health issues were ascertained by analysing information on:
• prevalence • severity of a condition • community concern for the issue • efficacy of available interventions.
METHODS
To establish the Report Card, it was necessary to determine the information that would be useful to include. In order to build on the work undertaken for the Strategic Plan-and to improve our understanding of indicators-Mahmic, Alperstein and Ward undertook a survey of 36 national and international 'experts' in child and youth health (unpublished data). 'Experts' were health professionals who had expertise in both child health and public health. The response rate was 72 per cent (26 respondents).
A questionnaire requested the experts to rate the importance of monitoring 135 health, social and educational issues for the population as a whole and for the socioeconomically disadvantaged, and also to rate how frequently the data should be collected (annually or every five years, etc.). The list of 135 issues was developed from the Strategic Plan as well as from the national and international literature on the monitoring of child health and indicators. The responses were analysed for agreement by the experts at two levels of concordance-75 per cent and 90 per cent. The results were collated using both the 75 per cent and 90 per cent levels of concordance that the information was important to collect for the population as a whole and the socioeconomically disadvantaged, and the 75 per cent level of concordance for how frequently the data should be collected.
The feasibility of collecting information from a range of sources was assessed by reviewing sources of health information and consulting with other sectors including housing, education, community services, juvenile justice, NSW Roads and Traffic Authority and Australian Hearing Services. Representatives from Aboriginal and some Non-English Speaking Background (NESB) groups in the health sector were also consulted to ascertain the importance and the cultural sensitivity of reporting certain types of information. To establish ways that we could best present the information to suit a wide readership, we reviewed a range of local, national and international reports monitoring child health.
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Finally, a draft of a near complete version of the Report Card was evaluated using a semi-structured, qualitative, self-administered questionnaire. The questionnaire was distributed to local service planners and managers of the sectors involved. The questionnaire covered content, the format to be used for data presentation, and the potential use of the various sections of the Report Card.
RESULTS
At the 75 per cent level of agreement, 64 indicators were rated as essential to monitor for the population as a whole, and 25 indicator were rated as essential to monitor for the socioeconomically disadvantaged group (Table 1) . At the 90 per cent level of agreement, experts rated 24 indicators as essential to monitor for the population as a whole, compared with only one indicator for the socioeconomically disadvantaged group-high school retention rate (Table 1) . In relation to periodicity of data collection at the 75 per cent level of concordance, annual collection was nominated for nearly all of the indicators except breast feeding at three months where only 46 per cent supported collecting this information.
The following criteria were used to discern what was included on the Report Card:
• 75 per cent agreement by experts that the issue was important to collect for the general population;
• 'high priority' issues from the CSAHS 'Strategic Plan'; • state or national child health priorities;
• issues where recent developments had changed the opportunity for health gain (for example, where new technology has improved early detection for congenital sensorineural hearing loss).
We divided the Report Card into three sections, using the framework of the Health Goals and Targets for Australian Children and Youth:
• Section One included a comparison of the health status of children and youth in CSAHS with NSW using the Health Goals and Targets for Australian Children and Youth framework ( Table 2) . • Section Two included graphs and tables of the health and social issues, presented by life stage: that is, antenatal, birth, pre-school, primary school to youth-workforce, comparing CSAHS and NSW.
• Section Three (Table 3) presented indicators in the life stage format and in such a manner as to facilitate target setting and service planning.
Information was presented on sub-populations of Aboriginal and Torres Strait Islander, and some ethnic groups, and by local government authority (LGA) where possible, depending on the availability of information and the population numbers. Where numerator data were small, we presented five-year mean rates.
The Report Card described the intended periodicity of data collection (Table 4) . Approximately half the indicators could be collected annually, since they were part of regular statewide data collections. However, about 20 per cent of the indicators will be available through the NSW Child Health Survey. Approximately 30 per cent of indicators would only be available by initiating specific research or surveillance (Table 4 ).
There was a sixty per cent (19 of 32) response rate for the evaluation survey. Seventeen respondents were from the health sector. Several managers commented positively on the Report Card as a 'great reference document', providing an 'overview of youth issues', established 'a baseline of health status from which to measure improvements' and as a document 'useful in 
DISCUSSION
The issues that were selected for inclusion in the Report Card represent a combination of a comprehensive view of child and youth population health, opportunities for health gain, child health priorities, expert opinion and relevance to service planning.
Overall, the unpublished research by Mahmic, Alperstein and Ward revealed an unexpected disparity between expert ratings of indicators as essential to monitor for the general population, compared to the low socioeconomic sub-group. The method used to ascertain expert opinion meant that experts relied more on personal opinion rather than published literature to rate important indicators. Some experts commented that they did not rate indicators for the low socioeconomic subgroup highly because they were aware that these data were not available in Australia. It is for this reason that we were unable to report health issues by socioeconomic status.
The feasibility of collecting population-based information for some selected health and social issues, such as mental health and homelessness was poor. The main barrier to accessing important information in the health sector was lack of available information, whereas in the case of other sectors, a range of barriers emerged, including:
• limited resources;
• timeliness of our request in relation to their work agenda;
• privacy of information;
• lack of reliable information on people 0-20 years at the area health service level.
Managers and planners from other sectors and non-health organisations were very positive about collating information from multiple sources onto one monitoring system. However, it was difficult to manage data collection from the wide range of organisations, due to data availability, data aggregation and the need to contact a range of people within the same organisation to negotiate release of data.
It is expected that as more population-based child health information becomes available through improved monitoring and stronger ties with other sectors, a range of currently unreported indicators can be presented.
CONCLUSION
This was the first Child and Youth Report Card for CSAHS. As such, it will be refined and modified over time. The development of the Report Card was a valuable exercise, which not only brought together a range of previously unrelated information sources into the one report, but also has the potential to reinforce the process of evidencebased planning of child and youth health services in CSAHS, and improved inter-agency collaboration.
